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This is a preliminary report for the purpose of plac¬
ing on record a new operation for the cure of prolapsus
uteri.

The essential factor in the production of prolapse of
the uterus is the recession of the cervix from the hollow
of the sacrum. The uterus in its normally anteverted
position rests with its anterior surface on the bladder
and the vagina, which, in turn, are supported by the

New operation for prolapse of uterus. A. uterus drawn sharply forward. B, rectum. C, external iliac
artery and vein. D, internal iliac artery. E, infundibulopelvie ligament. b\ ureter. G, genitocrural nerve.
H, psoas parvus. I, psoas magnus. J, tendon of psoas parvus before passing beneath the genitocrural nerve
and the iliac vessels. K, psoas parvus tendon sutured to posterior surface of cervix.

muscular floor of the pelvis. The broad ligaments
spread out laterally like the wings of an aeroplane
while the more or less anteverted position of the uterus
is maintained by the round ligaments passing latero-
anteriorly from the fundus and the uterosaeral liga¬
ments passing from the cervix posteriorly.

So long as the uterus is maintained in this position
prolapse cannot occur. The perineum and pelvic
floor may be torn to almost any degree, aUowing all'
the pelvic organs to sag, but so long as th<; cervix is
held upward and backward in its normal position the
uterus will not prolapse. On the other hand, if the

uterosacral supports are destroyed, allowing the cervix
to descend along the vaginal canal, prolapse may occur
even in the presence of a good pelvic floor and perineum.

In the usual case of prolapse of any degree from the
first to complete procidentia it is found that practic¬
ally all of the supports of the uterus are more or less
altered and hence no single procedure will suffice to
effect a cure.

In this brief report no attempt will be made to de¬
scribe the various operations for the repair of the pelvic
floor, or for shortening the round ligaments, etc., but
attention will be directed to a new operation for hold¬
ing the cervix upward and backward in the hollow of

the sacrum where it normally belongs. Shortening of
the uterosacral ligaments is rather unsatisfactory for
the reason that in such eases these ligaments have been
so elongated and torn as practically to have disappeared,
leaving nothing remaining but loose peritoneum.

It occurred to me that the long tendon of the psoas
parvus, a muscle of little use in the human subject,
might be made to act as a substitute for the utero¬
sacral ligaments and experiments on the cadaver dem¬
onstrated the feasibility of the idea.

The operatioB is performed as follows : The pelvic
cavity is exposed from above in the usual manner by
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a median longitudinal or a Pfannenstiel incision with
the patient in the Trendelenburg position.

After packing the intestines wyell out of the way an
incision is made through the peritoneum along the
course of the tendon of the psoas parvus, which is
readily seen as a distinct white band lying on the psoas
magnus. The tendon is followed downward and divided
at its point of insertion into the pectineal eminence.

Running along almost parallel with the tendon, but
well over to the inner border of the psoas magnus, is
seen the genitocrural nerve which should be avoided.
The finger is inserted through the incision in the peri¬
toneum and passing subperitoneally raises, by blunt
dissection, the external iliac artery and vein from the
inner border of the psoas magnus and from the brim
of the pelvis so that the finger passes along the lateral
wall of the pelvis beneath the external iliac vessels and
beneath the infundibulo-pelvic ligament until the end
of the finger is felt just beneath the peritoneum in a
small free triangular space anterior to the internal iliac
vessels and anterior and external to the ureter.

The peritoneum is perforated at this point and a
curved forceps followed along with the finger as it is
withdrawn.

The end of the tendon is caught with the forceps and
drawn down into the pelvis.

The same procedure is repeated on the opposite side.
The ends of the two tendons are now firmly sutured

to the posterior surface of the cervix well down, as
shown in the illustration, and the incision in the peri¬
toneum closed. The tendon, as will be seen, passes be¬
neath the genitocrural nerve, beneath the external iliac
vessels, beneath the infundibulo-pelvic ligament and
hence beneath the ovarian vessels and nerves, anterior
to the internal iliac vessels and into the pelvic cavity
above and to the outer side of the ureter ; it is thus im¬
possible for it to exert pressure on any of these struc¬
tures, however, much it may be drawn on.

As is well known, the psoas parvus is not constantly
present in the human subject. Should this muscle be
absent the operation may be modified by the use of a

portion of the psoas magnus.
This muscle begins to become tendinous along its in¬

ner border well up to the bifurcation of the common
iliac artery. The incision through the peritoneum is
made a little nearer the iliac artery and the vessels are
raised from the muscle down to the point where the
muscle passes over the pubie bone.

A portion of the aponeurotic or semitendinous inner
border of the muscle is then cut across at its lower part
and raised up as a ribbon-like band about 1.5 to 2 cm. in
width and extending upward to about opposite the bi¬
furcation of the common iliac artery. This band is
utilized in the same manner as the tendon of the psoas
parvus and the operation completed as described above.

The effect of this operation is to suspend the uterus
firmly high up in the pelvis with the cervix held well
back where it belongs. The uterus is held by an active
muscular support possessing all the natural elasticity and
resilience of such structures.

I have performed this operation twice on the living
subject.

Case 1.—Mrs. P., aged 20, had a bilateral laceration of the
cervix, a unilateral laceration of the puborectalis muscle with
a prolapse to the degree that cervix just presented at the vulva
with the patient, standing. Operation performed April 8, 1910.
Cervix and perineum repaired below as usual. On opening the
abdomen above the psoas parvus was found absent. The oper¬
ation was done therefore by using a portion of the psoas mag-

nus as described above. There was no difficulty experienced in
carrying out the technic. The round ligaments were then
shortened. The patient recovered nicely with the uterus held
in normal position.

Case 2.—Mrs. B., aged 48, mother of 12 children, just pass¬
ing through menopause, had complete prolapse, the everted
vagina and the uterus protruding between the thighs on stand¬
ing. Operation April 27, 1910. The pelvic floor was repaired
in the manner I have described previously in The Journal,
Dec. 9, 1899. On opening the abdomen a good psoas parvus
was found and utilized as described above. The round liga¬
ments were then shortened. Anterior colporrhaphy was not
done, as it was found that when the cervix was drawn upward
and backward where it belonged the cystocele disappeared.

With this operation it is believed that anterior colpor¬
rhaphy will be unnecessary in the majority of the eases.

Of course it is too early to show final results in these
two cases, but the immediate result of the operation was
so satisfactory and the method seems so promising that
the operation is described at this time in order that
others may fry it and its ultimate value thus be deter¬
mined more quickly.

100 State Street.

TEANSUBETHBAL OPEBAT10NS IN WOMEN

HOWARD A. KELLY, M.D.
BALTIMORE

I believe that the field of transurethral operations
through my open cystoscopes is destined in time to be¬
come a large one. Given the necessary instruments and
a certain amount of skill and precision in using them,
there is no reason why a variety of operations should
not be done in a simpler manner through the open tube
of the cystoscope instead of through a bloody supra-
pubic or transvaginal incision. It has been my custom

Fig. 1.—Shows the position of the speculum exposing the
minute orifice leading into the diverticulum in the posterior wal:.
A vesical speculum (the actual instrument) reduced to about hair
natural size rests in a diagrammatic outline representing the
urethra and the bladder. The base of the bladder Is above, as the
patient is presumed to be in the knee-chest posture. Back of the
bladder is an outline representing the diverticulum in which the
three stones extracted have been inserted.

from the very first discovery and use of my open-air
cystoscope early in the nineties to employ this method
in the routine of every-day practice for the treatment
of ulcerated areas in the bladder by making repeateddirect topical applications to the exposed diseased sur¬
faces just as one would treat an ulcerated sore throat.
Of this practice I have both spoken and written on
numerous occasions. I have also used the open cysto¬
scope to lift small foreign bodies out of the bladder
through its lumen with the aid of suitable forceps. One
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